This paper describes changes over the past 15-20 years in non-income measures of wellbeing-education and health-in Africa. We expected to find, as we did in Latin America, that progress in the provision of public services and the focus of public spending in the social sector would contribute to declining poverty and inequality in health and education, even in an environment of stagnant or worsening levels of income poverty. Unfortunately, our results indicate that in the area of health, little progress is being made in terms of reducing pre-school age stunting, a clear manifestation of poor overall health. Likewise, our health inequality measure showed that while there were a few instances of reduced inequality along this dimension, there was, on balance, little evidence of success in improving equality of outcomes. Similar results were found in our examination of underweight women as an indicator of general current health status of adults. With regard to education, the story is somewhat more positive. However, the overall picture gives little cause for complacency or optimism that Africa has reaped, or will soon reap the potential benefits of the process of globalization.
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Introduction
How globalization affects poverty and inequality in developing countries is the subject of considerable debate, a debate that is complicated by the fact that globalization means different things to different people. For applied work, the question of how to define globalization in a conceptually meaningful and empirically feasible way is quite demanding, with little clear agreement in the literature as to the best way forward. But if the literature to date has been less than decided about the proper definition of the cause in the globalization-to-poverty/inequality relation, it has been quite consistent on the effect variables: both poverty and inequality are almost always measured in terms of income (or proxies for it), especially in the empirical literature. (Deaton 2004 is an important exception.) Our goal in this paper is to challenge that consistency by examining poverty and inequality of non-income dimensions of wellbeing. In doing so, we take seriously Sen's argument that wellbeing is multidimensional (Sen 1979 (Sen , 1985 (Sen , 1987 Drèze and Sen 1989) , an idea that is widely accepted in theory, but much less common in empirical work. Nevertheless, there are readily available and useful empirical measures of important non-income dimensions of wellbeing. It is those measures that interest us here. This is not to say that income poverty and inequality are unimportant, but rather, that income is not the only dimension of wellbeing that matters, in theory and in applied work.
To further motivate our work, it is important to recognize that there is a low correlation between incomes and many other measures of living standards, particularly health. This is the case both when the correlations are done for household within a country, as well as when cross-country correlations are examined (Haddad et al. 2003; Appleton and Song 1999) . Most importantly for the present analysis, in a prior paper using similar methods, we find that in Latin America, where progress on income poverty has been modest and where income inequality may well be worsening, health and education poverty and inequality have both decreased significantly over the past 15-20 years in virtually every country for which we have data. This paper examines whether the same is true in Africa.
While we are greatly concerned with broadening the definition of poverty and inequality in empirical work, we are noncommittal about the proper definition of globalization. While we will examine some correlations between our poverty and inequality measures and a standard measure of openness (trade divided by GDP), for the most part, we assume that globalization is occurring in Africa (as elsewhere) and that there is more of it now than there was 15-20 years ago. Given that assumption, observed changes in nonincome poverty and inequality can be correlated with globalization, though inferring causation would be a heroic leap.
The particular measures that we use are children's heights, women's body mass, and women's educational attainment. The first two are good measures of health, the third of education, two dimensions that are important capabilities. Indeed, the human development index, inspired by Sen's work, includes an income indicator (GDP per capita), a health indicator (life expectancy at birth), and an education indicator (adult literacy). We focus on the latter two pillars, and compare progress in these dimensions both in terms of levels of deprivation-measured in terms of the share of the population that are malnourished and have not completed primary schooling-as well as the changes in the distribution of these outcomes among the population.
In addition to their theoretical importance, we choose these indicators for two practical reasons. First, they are widely available for many countries and at several points in time during the past 15-20 years, 1 allowing us to examine a large number of spells of change in these indicators. Second, both anthropometry and educational attainment are far less subject to measurement error than income and expenditures measures, and both are directly attributable to individuals so that we avoid the difficult issue of intra-household allocations.
Our methods are largely descriptive. We first examine how health and education poverty and inequality change over time in a given country. We then decompose the observed changes in poverty into a component due to the change in the mean and another due to the change in the dispersion of the distribution. That is, we examine to what extent the change in health and education poverty across spells can be attributed to a change in the mean of the distribution, holding the dispersion constant, versus the change in the dispersion while keeping the mean constant. Doing so allows us to relate and compare the relative importance of changes in inequality to the overall process of improvement or deterioration in living standards. Based on our empirical results, we highlight the limited progress observed in Africa in improving health and education outcomes, and contrast that with other regions of the world where globalization has been accompanied by more favourable outcomes.
Data and methods
With large sample sizes and questionnaires that are consistent throughout various countries as well as over time, the demographic and health surveys (DHS) are nationally representative surveys that provide data that are well suited for our analysis. We use data from 64 DHS from 23 African countries. We have selected countries that have data from at least two DHSs. These data provide us with 40 spells-usually around five years in length-of change in health and education outcomes that we use in our paper. A standard stratified and clustered design is used in most surveys to select households. The subject of the interview in each household is one woman aged 15-49, selected randomly. Additionally, children, 60 months or younger (but sometimes 36 months or younger), of the female interview subject are weighed, and their heights recorded. For our analysis, we use the data that reference these women and children.
Since we are interested in distributions of wellbeing, we, therefore, must use continuous variables. Discrete variables such as mortality or literacy rates are not appropriate for our study. Similarly, predicted variables, such as mortality probabilities, pose problems, because the distribution is compressed when such predicted variables are derived.
First, we use standardized height of pre-school aged children as a health indicator. See Younger (2005, 2006) for reasons why this indicator is particularly predictive. Additionally, many other researchers find that a child's growth provides an excellent objective indicator of his/her general health status. See, for example, Cole and Parkin 1977; Mata 1978; Tanner 1981; Mosley and Chen 1984; WHO 1995; Martorell et al. 1975 , Beaton et al. 1990 Strauss and Thomas 1995; Behrman and Deolalikar 1988. As Beaton et al. (1990: 2) state it: growth failure is '… the best general proxy for 3 constraints to human welfare of the poorest, including dietary inadequacy, infectious diseases and other environmental health risks'. Furthermore, Beaton et al. (1990) note the utility of stature as an indicator is due to the fact that it embodies the multiple dimensions health and development, as determined by an individual's socioeconomic and environmental circumstances.
The z-score is used most often to analyse children's heights (or weights) (WHO 1983) . This age and gender standardized measure basically reflects the standard deviations and can be negative (and usually are negative in among the poor). Most standard distributional statistics, however, necessitate positive value for the welfare measure. Therefore, we choose to work with 'standardized heights', calculating this variable as the height that this child would have if s/he were a 24-month old girl. We basically assign a child the height corresponding to the same z-score in the 24-month-old girls' distribution. We thereafter assign a poverty line for this variable defined as the standardized height two standard deviations below the median of the distribution of the reference population of healthy children.
Second, we employ the body mass index (BMI) for women aged 15-49, as another health indicator. The BMI is calculated as weight (in kilograms) divided by height (in metres squared). For both children's heights, and the BMI variables, we choose a conventional cutoff point of 18.5 as a poverty line, as determined by the World Health Organization. An important consideration with the use of BMI is that welfare (unlike for height, education, or income) does not necessarily increase monotonically with BMI. Although 'more is better' is a standard axiom of most distributional measures, the share of overweight or obese women in Africa is small enough to allow us to interpret our results for this variable as if this axiom applied.
Third, to assess changes in level of education and education inequality, we analyse years of schooling for women. We seek to eliminate from consideration any women who have not yet reached the age to complete their post-secondary school; 2 thus, we limit our analysis to women at least 22 years of age. The upper limit of our indicator, 30 years of age, ensures that we focus our attention on women who have completed their education relatively recently. We note the limitation in the use of years of schooling as an indicator of wellbeing since it does not take into account differences in school quality that may affect the value of the education received. The variability in school quality, however, is implicitly assumed to be negligible for our study since we are making our comparisons within countries and over relatively short timeperiods (usually five years). We arbitrarily define the education poverty line as having completed six years of schooling. We also varied the education poverty line three years above and below the defined 6-year line to test the sensitivity our measure and find that such choices did not significantly affect our results.
Measuring poverty inequality
Given the poverty lines defined above, we use the headcount as our poverty measure, i.e., the share of the sample that falls below the poverty line. For inequality, we follow 4 the standard approach used in the income literature where we examine the variation or dispersion of a health or educational outcome per se. 3 This 'univariate' approach to measuring non-income dimensions of inequality contrasts with the more common approach to examining health (and education) inequality which examines differences in health (or other social indicators) across a variety of social and economic strata such race, ethnicity, location, gender and, most commonly, income. Making comparisons of health or education across populations with different social and economic characteristics is often referred to in the literature as the 'gradient' or 'socioeconomic' approach to health inequality. 4 We would argue that the univariate approach is the correct one, at least in the context of our efforts to promote the notion that wellbeing should be measured in multiple dimensions. The gradient approach implicitly gives primacy to inequality in the income dimension. Inequality in the dimension of health or education is only relevant insofar as it is correlated with income inequality. By implication, a given distribution of health or educational outcomes is only undesirable if it is correlated with the income distribution, but acceptable if it is not, an implication of the gradient approach which makes it undesirable for our purposes. Given our univariate approach, we use the Gini coefficient to measure inequality.
Decomposition
To decompose changes in poverty, we note that any distribution can be characterized by its mean and it Lorenz curve. Datt and Ravallion (1992) demonstrate that it is possible to decompose the change in the share of the population that falls below the poverty line into two components. The first is changes in the mean of the distribution; and the second is changes in its dispersion. Following Datt and Ravallion (1992) , then, we express the share of a population that are poor as a function of its mean, μ, its Lorenz curve, L, and the poverty line, z. The change in poverty between two periods can then be decomposed, first, into a growth component representing the change in poverty resulting from a change in the mean of the distribution, while holding the Lorenz curve constant at that of the reference sample, and second, a redistribution component reflecting the change in the Lorenz curve, while holding the distribution's mean constant with that of the reference sample (Datt and Ravallion 1992) .
We avoid the problem that the Datt and Ravallion decomposition is not robust to the choice of reference sample, by relying on Kakwani's (1997) Shorrocks and Kolenikov 2001) . This practice, in addition to being consistent with the axiomatic properties discussed by Kakwani, eliminates the difficult to interpret residual in the decomposition methodology.
Results
We first consider the headcounts and Gini coefficients for each of our indicators of wellbeing in each country and survey (Tables 1, 2 , and 3). To summarize our findings for children's heights: among the 39 spells, the headcount worsened in 13 cases, improved in 13, and remained unchanged for 13. Important differences, both between countries and within a single country, for which we have more than one spell, are necessarily obscured by such a summary. A closer look reveals, for instance, that between 1992 and 2000, there was a marked decline in the share of children who are stunted in Namibia whereas in Niger, for the same period, just the opposite was observed. We also observe that for those countries with more than one spell, quite often the changes over time occur in different directions. This is illustrated by the case of Zimbabwe which experienced a marked decline in the headcount between 1988 and 1994, only to witness a substantial worsening between 1994 and 1999. In Nigeria, the health of children that deteriorated between 1986 and 1990, and, again between 1990 and 1999, similarly, showed improvement in 2003 when a substantial decline in the headcount was observed. Thus, looking at these specific cases between and within countries, it is evident that no steady improvement in children's heights can be clearly observed. Source: The results in columns two through five are from Sahn and Younger (2008) . Source: The results in columns two through five are from Sahn and Younger (2008) . For inequality of children's heights, we also find more cases of worsening than improvement. Specifically, there are 23 cases where height inequality increased, eight where it declined, and eight where it remained constant over time. Mozambique between 1997 and 2003 stands out among those countries that showed the greatest improvement (i.e., decline) in inequality, while Burkina Faso, Mali and Zimbabwe stand out by witnessing a worsening degree of inequality across the multiple spells in each country.
While the inequality figures have some interest in their own right, our major concern is the extent to which changes in inequality are contributing to, or impairing, progress in terms of the overall reduction in poverty. Tables 4, 5 , and 6 present the Datt-Ravallion-Kakwani decompositions of the change in the headcounts for children's heights, women's BMI, and women's educational attainment, respectively. For heights, in 30 out of 41 spells, the absolute value of the mean component of the decomposition is larger than the dispersion share. This is particularly true when the changes are large. A good example of this is found in the three spells from Ghana; in each case the share of the overall change contributed to by the mean shift is at least twice the magnitude of the change in the dispersion. The predominance of the changes in the mean in driving changes in poverty, however, is not to say that the dispersion component is trivial or important. For example, over half of the increase in stunting over the spell in Cameroon, from 27 to 35 per cent, was accounted for by the declining inequality in children's health. We finally note that averaging the impact of both the mean and dispersion affects across all spells, the former equals -0.01 and the latter 0.01. Thus, overall, the average effects of both components of our decomposition are basically zero.
We would expect to see improvements in children's heights concentrated in the leftmost part of the distribution, since there is an upper bound to heights that individuals can attain. If that were the case, then we would tend to observe a correlation between increases in the mean and reductions in the dispersion of the distribution. 5 But that is 10 not the case here. The mean and dispersion components for children's heights move together in about half of the cases and against each other in half. Because women's anthropometry was not a standard consideration of the health module of the earlier DHS, we have less data, with fewer spells of information for the case of the share of underweight women. Unlike the results seen upon examining the information on child health, there was no change in the majority of cases in the share of women who are severely underweight (Table 2 ). An increase was observed for the share of underweight women in only five of 26 spells, while a decline was seen in six cases. Our examination of Ginis for BMI indicates increasing inequality: in 20 out of 26 spells, the BMI distribution became less equal. This rise in inequality is largely due to increased skewing in the right hand tail of the distribution-reflecting in part the increase in BMI of women who were already at the high end of the distribution, even where the share of underweight women in the population remained largely unchanged.
When we examine the BMI decompositions, we find that there are more cases, 13 out of 26, where the mean shift is of a greater magnitude than the dispersion effect. In fact, when taking the average of the mean and dispersion effects across all spells, we find the average of the former is -2 per cent and the average of the latter is +2 per cent. So, while the mean effect is contributing to declining average undernourishment among women across the survey, and the dispersion effect just the opposite, the overall magnitudes cancel each other out. We also find that the mean and dispersion effects tend to move in opposite directions in the case of BMI. Thus, we find many instances, for example, where the dispersion is increasing, mostly driven by increases in the right-hand tail of the distribution, which also contributes to overall increases in the mean.
For our final measure of wellbeing-the years of schooling for women aged 22-30-we find a greater proportion of positive spells than with the other indicators. Using a cutoff point of six years of schooling for our headcount measure, we find a statistically significant decline in school poverty in 21 out of 41 spells, a worsening in two cases (Nigeria between 1986 and 1990 and Rwanda between 2000 and 2005 , and no change in the remainder of the cases. Most notable improvements were seen in Kenya and Zimbabwe across multiple spells. To the contrary, there are several countries, largely in Francophone West Africa, with very high shares of women lacking schooling of six or more years; little improvement is noted over one or more spells in these countries. Within this region, Cameroon is the only country, based on the 1991 to 1998 spell, but not the 1998 to 2004 spell, where a substantial improvement is seen in the share of women who have competed six years of schooling.
When we look at the change in univariate inequality of schooling, and its overall contribution for changes based on the mean-dispersion decompositions, we find, first that in 33 of the 34 spells the overall level of education inequality declined. Like both health indicators, the mean shift is of a greater magnitude than the impact of the changes in dispersion in terms of explaining overall differences in the headcount. This is the case in 34 out of 41 spells. Overall, the average dispersion effect across all spells is 1 per cent, while the average mean shift effect is -4 per cent, indicating it is the latter which is driving improvements in the education poverty headcount. Nevertheless, the dispersion effects often prove to be quite important in explaining the overall level of improvement, or lack thereof. For example, in Uganda between 1995 and 2000, the education headcount declined from 76 to 70 per cent. The improvement in the share of women with six or more years of schooling would have been much greater, with the headcount declining from 76 to 61 per cent, were it not for the increased inequality of education during this period in Uganda. The increase in the per cent of women that completed six years of schooling in Nigeria between 1999 and 2003, similarly would have been 10 percentage points, rather than merely three, had inequality of education not negatively affected the decomposition.
As with the BMIs, the mean and dispersion effects for the years of schooling indicator tend to move in opposite directions, again, reflecting that most of the improvement in these indicators, unlike the case of child health, is in the right side of the distribution.
A final point we take up is the question of whether the spells of changes have any association with changes in several indicators of globalization. First, we look at the 14 relationship between our welfare indicators and various indexes of globalization. These include a simple measures of trade openness defined as imports plus exports/GDP and four indices of globalization constructed by researchers at Warwick University. 6 The first is an index of economic globalization, composed of measures of trade openness as defined above; inflows plus outflows of foreign direct investment as a proportion of GDP; and employee compensation. The second is an index of social globalization which includes foreign population as proportion of total; inflows of foreign population as proportion of total population; worker remittances as a proportion of GDP; number of tourists as proportion of total population; international outgoing telephone traffic in minutes per capita; internet users as a percentage of population; number of films, books, and newspapers imported and exported per capita; and pieces of international mail. The third index is of political globalization, which includes the number of foreign embassies in the country; the number of UN peacekeeping operations in which country participates; and the number of memberships of international organizations. Finally, there is an aggregate globalization index that combines these three components. These annual indexes are constructed to be consistent over time and across countries.
Despite the difficulties of attributing causation, we nonetheless look at simple correlations to get some insight into the relationship of our welfare indictors, both in terms of headcount ratios and Gini coefficients, and these indicators of globalization. In Table 7 we first report the results of the simple correlations for the various globalization indexes and the headcount. We present correlation results first when the headcounts and the indexes are for the same years, and also when the indexes are lagged three years for the height-for-age of children less than 36 months of age, and where the indexes are lagged 10 years for the schooling correlations. 7 While the lags are somewhat arbitrary, the logic of the use of lags for the correlation with children's growth is that height-forage captures the accumulation of effects of economic, social and health conditions over the past few years which may be better captured by the lagged indexes. And given that the children in the sample are 0 to 36 months of age, we consider a 3-year lag to be a reasonable one to employ. In contrast for education where our headcounts are for young women aged [22] [23] [24] [25] [26] [27] [28] [29] [30] 8 we report the results with a 10-year lag, which generally corresponds to a period of time in terms of the indexes when most of the women would have been in their teens, an age when they would have been in secondary school if they had not dropped out early.
In the case of the height-for-age headcount, we find that there is a negative and significant correlation with our trade openness indicator and the social globalization index, both with and without lags. For the BMI headcount, we find the same result for the openness and social globalization indexes. When it comes to years of schooling, we again observe several negative and significant correlations for trade openness, economic globalization, political globalization, and political globalization with lags.
In the case of the correlations with the Gini coefficients, we find that the higher the globalization indexes, the greater the health inequality in terms of both the child health and BMI indicators. More specifically, for the height-for-age headcount, the correlation is positive and significant in the cases of economic and political globalization, as well as the aggregate index. And in the case of BMI, this applies to the trade openness indicator, economic globalization, political globalization and aggregate globalization indexes.
Just the opposite finding is noted in the case in term of years of schooling where greater openness is accompanied by less inequality. This applies to the trade openness, economic globalization and political globalization indexes. Perhaps the difference with the health outcomes captures the fact that there has never been much gender discrimination in either health for kids or access to food for adults, but there has been for schooling. This, however, seems to be improving (Glick, Saha and Younger 2004 ), mostly at the primary level as secondary school remains rare for girls in Africa. Thus one could envisage a situation where there is both a significant reduction in education poverty (measured at primary graduation) and reduced inequality as the gender gap is closed. Table 8 reports correlations of the changes in both globalization indexes and our nonincome outcomes. The difference correlations control for country-specific characteristics that do not vary over time, including those that are difficult or impossible to measure and thus control for. If the relationship between openness and the outcomes is linear, this correlation of differences provides more reliable estimate of that relationship. Positive coefficient means that an increase in openness over time is associated with an increase in the share of stunted individuals, e.g., higher headcount. Positive coefficient implies that an increase in openness is associated with an increase in the Gini, e.g., greater inequality. As can be seen in Table 8 , there are only three significant correlations: a positive correlation between changes in the headcount index and changes in the trade openness indicator, and two positive correlations-for the height-for-age and BMI Ginis. While these three correlations can be interpreted to suggest that an increase in globalization is accompanied by more poverty and inequality, overall, the lack of significance indicates that we do not find any relationship between changes in globalization and changes in non-income poverty headcounts or inequality.
Discussion
Our aim in this paper is to describe changes in non-income measures of wellbeing in Africa over the past 15-20 years, a period during which we assume that Africa has been 'globalizing'. We adopted this focus because, while there is much discussion in the literature on income poverty and inequality, there is very little on other dimensions of wellbeing that we feel deserve equal consideration when evaluating a country's economic and social progress. We were also encouraged by evidence from Latin America that indicates that measures of education and health have improved significantly, and their inequality has decreased in the past two decades, even as traditional income poverty has declined only a little and income inequality may well have increased (Sahn and Younger 2006) .
Our hope was to find similar results for Africa where, like Latin America, income poverty and inequality are not improving. This is not an unreasonable aspiration. The underlying factors that determine income inequality are different from those that contribute to health and education inequality. For example, the nature of labour market is an important determinant of income inequality, as are the distribution of productive assets, the differential returns to human capital, and the role of non-earned incomes, including remittances from overseas workers. In contrast, education and health inequality are strongly influenced by public provision of basic services and social infrastructure. The availability and access to these institutions may have little relationship to the underlying distribution of incomes.
Progress in the provision of public services (including access to and adoption of basic health technologies such as oral rehydration) and the focus of public spending in the social sector, such as building primary schools, is expected to contribute to declining poverty and inequality in health and education, even in an environment of stagnant or worsening levels of income poverty. Investments in health and education as a share of GDP in Africa have been commensurate, and in many cases greater than other regions of the world (Table 9 ). Even in terms of per capita expenditures in real dollars, Africa does better than South Asia in terms of health, and East Asia and the Pacific, and South Asia in terms of education. Furthermore, there has been a push in Africa over the past decade to focus on the delivery of primary services in the social sectors. We thus expected that such policies would have reduced inequalities and lifted up those at the bottom of the distribution of wellbeing measured in terms of health and education outcomes, even in the absence of substantial improvements in incomes and income equality.
Unfortunately, our priors were wrong. In the area of health, changes in children's heights suggest that little progress is being made in terms of reducing stunting, a clear manifestation of poor overall health. Indeed, only one-third of the spells indicated improvement along these dimensions; and there were more spells indicating a worsening in the headcount ratio of stunted children. Likewise, our health inequality measure showed that while there were a few instances of reduced inequality along this dimension, there was, on balance, little evidence of success in improving equality of outcomes, despite efforts to focus expenditures and interventions on those in the bottom end of the distribution.
Our examination of underweight women as an indicator of general current health status of adults indicated that in only six of 26 spells did the share of underweight women decline. And even more disheartening, inequality in women's standardized weights actually worsened in most cases, an artifact of standardized weights increasing far more among women in the upper ranges of the BMI distribution than those in the bottom of the distribution.
With regards to education, the story is somewhat more positive: schooling poverty declined in 21 or 41 spells for which we have data, and likewise for inequality in the vast majority of cases. But even here, we had somewhat higher expectations, given all the investments and attention paid to raising primary school enrolments. Table 9 In this paper we also attempted to relate directly changes in non-income indicators of poverty and inequality to various indexes of globalization. A general story emerges that countries that are more globalized tend to show a lower rate of stunting among young children, underweight among women, and low levels of school enrolments. It is also the case that in the same countries greater globalization is associated with more inequality in terms of health, but not education. Despite that there were several strong correlations between globalization measures and health and education poverty and inequality, we would admonish against drawing the conclusion that these are causal relationships. In fact, when we control for fixed effects looking at the correlation of differences over time, almost all of the correlations become statistically insignificant. This applies to whether we look at contemporaneous changes or lag globalization indexes relative to the various outcomes analysed. There is just nothing here to suggest that globalization is correlated (positively or negatively) with health and education outcomes. While these results may be viewed as somewhat disappointing, they likely reflect the complexity and context specific nature of the dynamic processes that both contribute to changes in the globalization indexes employed, and how they transmit through very different economic and social structures to affect non-income poverty.
Finally, we acknowledge that we are not capturing all non-income dimensions of wellbeing, broadly speaking, nor even all dimensions of health and education poverty and inequality. For those dimensions other than child stunting, mother's BMI and years of schooling, the story of limited progress in eliminating health and education poverty and inequality may not hold, although, we suspect it does. Nonetheless, we need to be cognizant of this possibility and appropriately cautious in generalizing from the limited dimensions over which we conduct our analysis. This implies a need to further consider other indicators of wellbeing. But more important is to gain a fuller understanding of the processes that contribute to differences in income versus other indicators of inequity and poverty, as well as explaining the relatively discouraging outcomes presented in this paper. This is best done through intensive country studies, rather than painting with a broad brush as we have done in this paper. However, the bottom line seems clear: the evolution of income inequality and poverty in Africa during the 1990s and first part of the new millennium gives little cause for complacency or optimism.
